Each year, approximately 275 000 women die during and shortly after pregnancy, while 2.9 million infants die in the first 28 days of life [1] . The vast majority of these deaths occur in low-and middle-income countries, with disproportionately high rates in Sub-Saharan Africa.
It is estimated that having universal skilled birth attendancedefined not only by the presence of a skilled provider but also by an "enabling environment" that includes adequate supplies and a viable referral chain [2] -could reduce maternal mortality (MM) by 13%-33% and neonatal mortality (NM) by 20%-30% globally [3, 4] .
The aim of the present study was to examine whether this estimation held true in Sub-Saharan Africa by examining the relationship between national facility-based delivery (FBD) percentages and national MM and NM ratios, including early neonatal mortality (ENM: deaths between 0 and 6 days), late neonatal mortality (LNM: deaths between 7 and 28 days), and overall neonatal mortality (deaths between 0 and 28 days).
Data for FBD were collected from the most recent Demographic and Health Surveys conducted in 36 nations in Sub-Saharan Africa. Facilitybased delivery percentages were assessed by asking women who reported pregnancies within the most recent Demographic and Health Survey data collection window, for each child delivered, "where did you give birth to [child's name]?" [5] . "Facility" deliveries were those that occurred at any building designed for the provision of healthcare, regardless of the size or quality of the facility. Data for MM and NM (including ENM and LNM) were collected from recently published data by Lozano et al. [1] , who used surveys, censuses, vital registration, and verbal autopsy data-in combination with statistical modeling-to determine the ratio of maternal deaths per 100 000 live births and the ratio of neonatal, early neonatal, and late neonatal deaths per 1000 live births.
Data were entered into Excel (Microsoft, Redmond, WA, USA) and imported into Stata/IC version 11.0 (StataCorp, College Station, TX, USA). Pearson correlation coefficients were calculated for FBD, MM, NM, ENM, and LNM. Correlations were conducted by region and stratified to include examination across all years and for 2005-2011. A P value of ≤0.05 was considered to be statistically significant. Table 1 illustrates the FBD percentages and ratios of MM and NM for 36 nations in Sub-Saharan Africa stratified by region. Table 2 illustrates the correlation coefficients when FBD percentages were compared with MM and NM ratios.
The FBD percentages were significantly negatively correlated with MM (P = 0.004), NM (P = 0.019), and LNM (P = 0.004). There was also a negative overall correlation of FBD and ENM; however, it was not statistically significant (P = 0.062). When only the data from 2005 onward were included in the analysis, FBD was significantly associated with LNM (P = 0.043) ( Table 2) .
By region, western and central Africa showed the strongest relationship between FBD and ratios of MM, NM, ENM, and LNM ( Table 2 ).
The present study demonstrated a significant relationship between higher utilization of FBD in Sub-Saharan Africa and lower MM and NM. However, this relationship seems to be attenuating over time. The study also showed that the relationship between FBD and mortality is stronger in western and central Africa than in other regions of the continent. Further research is needed to explore the factors associated with both changes over time, as well as regional variability in these associations. Additional research is also warranted to determine whether similar results would be found when looking at skilled birth attendance in general, rather than only deliveries occurring in facilities.
Correlation is not causation, and many of the factors associated with higher utilization of FBD (e.g. greater wealth, higher rates of insurance coverage, and greater female education) might also be related to lower MM and NM. The quality of available data for the variables included in the analyses is also worth addressing. Facility-based delivery was estimated based on self-reports of women, without regard for the differences in the quality of facilities attended. Furthermore, despite improvements in NM data collection and estimation in recent years, underreporting and misclassification are likely to have impacted the quality of the estimates available. It is also clear that the lack of current data on FBD rates throughout Sub-Saharan Africa hampers the ability to draw firm conclusions. Nonetheless, these preliminary findings indicate that, in Sub-Saharan Africa, global estimates hold true and regional policies and programs should continue to emphasize FBD. 
